On rectal examination now: Imnmediately on passing the finger inside the rectum large thickened hard masses can be felt extending all round the rectal wall and protruding into the lumen, but not blocking it up. The bowel-wall at the indurated part is very hard and fixed, and to the finger the sensation is like that of malignant disease of the rectum ill an adult.
occurred at intervals. The blood contained: Red blood-corpuscles, 6,200,000; white blood-corpuscles, 12,000. Ophthalmoscopic examination showed no fundal changes. There was occasional vomiting, and fresh developments of the purpuric eruption appeared at intervals ; this was noted on October 24, November 16, and November 26. Blood was noted in the urine from time to time, usually in small quantity only, and lasting three or four days, to disappear again. The amount of albumin was remarkably constant, being about two-fifths to three-fifths, and it did not appear to be influenced by diet or posture.
Ten cubic centimetres of normal horse-serum were injected on Novem-ber 23 and November 25 without any improvement of any kind. As a matter of fact, a fresh outbreak of purpura appeared the day following the last injection. He was discharged on December 8 with the uirine still albuminous, but with no other sign of disease.
CASE II.
H. T., aged 6, was admitted into the London Temperance Hospital under my care on September 3, 1908. His illness began with abdominal pain and vomitilg three days previously. The family history was good, and he had suffered from measles, whooping-cough and pneumonia four Xvears before.
On admission he was anaemic, with an anxious expression. There were purpuric spots scattered profusely over the extensor aspects of both elbows and slightly over the knees and ankles. The tongue was slightly furred, but at the time there was no sickness. The abdomen was not tender, and the liver and spleen of normal size. Heart and lungs were normal. Twenty to 30 oz. of urine were passed daily, containing one-fifth of albumin and traces of blood. Fundus of eye normal. By October 2 the purpura had ceased to come out, but traces of blood were still found in the urine. On October 7 he was suddenly attacked with severe abdominal pain at 4 a.m., and had nausea, but no vomiting. The abdomen was tender on palpation, especially in the left lumbar region. This abdominal pain lasted on and off for nearly two months, occurring in crises every few days. Vomiting occurred at intervals, and blood was found in the stools on and off during most of this time. On October 30 vomiting was almost continuous and the boy looked very ill; there was severe pain in the abdomen, which was retracted and tense and exceedingly tender all over. The motions, which were frequent, contained mucus and much Parkinson: Henoch's Pirpura dark and red blood. The pulse became rapid and feeble. There was some purpura over the olecranons and on the palate, and epistaxis occurred. The following day the vomiting, abdominal pain and melaena continued, and the child seemed very feeble.
On November 1 the face bedame puffy, especially the lips and eyelids, and on November 5 severe subconjunctival heemorrhages appeared. For the next three weeks the condition slowly improved and the blood disappeared from the stools, but on November 26 a fresh crop of purpura appeared, accompanied by another attack of abdominal pain. This was of short duration and not acconmpanied by visible blood in the stools.
After this recovery was slow, but continuous. The temperature was not elevated at any time. The urine was normal in quantity and specific gravity; as already mentioned, it contained a small quantity of blood during the first month of the illness. The amount of albumin was very constant, being about one-fifth to two-fifths daily. Centrifugalized blood and epithelial casts were found. The albuiminuria continued up to the time of discharge.
The treatment, which seemed to exert no influence on the course of the disease, was, at first, calcium chloride in large doses, and on September 23 normal horse-serum 10 cc., followed by two other injections. During the administration of the calcium salt two fresh crops of purpura appeared. CASE III. I a-n adding a third case which is of great interest, owing to the obscurity of diagnosis and the character of the symptoms and postmortem evidence. For permission to publish it I must thank my colleague Dr. Charles Bolton, under whose care the patient was. E. C., aged 53, was admitted on December 8 into the wards of the Queen's Hospital for Children. His illness dated from four days previously, when he was drowsy and took food badly; next day he was better, but on December 6 he complained of severe abdominal pain, was sick and passed blood with the stools. He had been previously healthy, and there was no other illness in the family.
On admission he was found to be covered over the trunk with a measly, non-purpuric rash, which was also present on the face and behind the ears. He looked very ill, had coryza, with redness an(d swelling of the mouth, fauces and* tonsils, and a furred tongue. The temperature was 102'40 F. He was passing offensive motions containing blood and mucus. The lungs and heart were normal, and there was nothing abnormal made out on examnination of the rectum or abdomiien, except tenderness of the latter. The urine contained neither albumin nor blood. He was very thirsty and drowsy, but when roused said he had no pain. He was rellmoved to an isolation ward on account of the possibility of measles.
The next day, December 9, he vomited at intervals and passed blood and mucus by the rectum, but no proper stool; later during the day the abdomen became very distended and the vomiting became very frequent. It was thought an intussusception inight be present, and the abdomen was opened by Mr. Drew, who found great distension of the colon, with congestion of its descending part and a few scattered subperitoneal hoemorrhages, but no intussusception. There was some fluid containing flakes of lymph in the abdominal cavity with some evidence of general peritonitis. After the operation he was given a dose of morphia and a saline injection per rectum every four hours. He slept fairly well, vomiting three times during the night and passing flatus per rectum. On December 10 he was very restless, vomiting continuously, but passing nothing per rectum. The temperature, which the previous day had not risen over 1000 F., began to rise and reached 1020 F. by 6 p.m. The pulse became very rapid and feeble. By this time the rash had faded considerably, but was not hemorrhagic. By midnight a hmorrhagic rash had appeared; he had got much weaker and was still vomiting. He died a few hours later.
At the necropsy 12 hours after death the tonsils and fauces were found intensely injected. The lungs were much engorged with several recent haemorrhagic infarcts, but no pneumonia. Pleure normal. Heart flabby, some increase of pericardial fluid. Valves normal. There was general peritonitis, and near the operation wound the intestines were matted together by recent lymph. Much turbid free fluid. Liver large, pale, fatty. Spleen soft and congested; kidneys enlarged and engorged, no haemorrhages; stomach normal. On snmall intestine were about thirteen hemorrhagic extravasations scattered widely, being about the size of peas and projecting on both outer and inner surfaces of the intestine. About a foot from the ileocaecal valve was a collection of nmuch larger haemorrhages. The whole of the small intestine was distended with gas. The large intestine was also distended as far as its splenic flexure. Here it was quite dark for about 6 in. from a diffuse haemorrhage into its wall; it looked almost gangrenous, and felt mluch thickened. About the middle of this the gut was definitely constricted, and beyond, it was collapsed and empty. There was no intussusception. The bowel contained very little fhecal material. The diagnosis of this case lay between malignant measles and Henoch's purpura, and later there was a suspicion of intussusception which was not verified.
The first symptoms appear to have been vomiting, abdominal pain and blood in the motions, but soon there appeared coryza, sore throat and a rash which was indistinguishable from that of measles.
Reviewing all the facts of the case with the necropsy I think the original diagnosis of Henoch's purpura was the correct one, but the absence of haematuria or albuminuria was unusual. This is usually a constant feature, and in the two former cases I have described the albuminuria persisted after all the other symptoms had long disappeared and was present when the patients were discharged.
The third case also adds one more to the list of those in whom intussusception has been suspected and who have been operated upon, with the result of finding that the symptoms were merelv due to haemorrhage into the wall of the gut and consequent paralysis of its muscular fibres. It supports the suggestion of Mr. Hugh Lett made while describing a somewhat similar case,' that as frequent vomiting and the passage of blood and mucus are common to both diseases, and other differential signs may be absent, it is advisable not to operate in a case of Henoch's purpura without a definite abdominal tumnour can be felt.
For the notes and careful record of the necropsy of the last case I amii indebted to Mr. A. A. Barber, house physician of the Queen's Hospital for Children.
DISCUSSION.
Mr. HUGH LETT said that the diagnosis of the presence of an intussusception in Henoch's purpura was often very difficult. Last session he brought before the Society for the Study of Disease in Children a case whiclh was remarkable in several respects. It was one of Henoch's purpura, and was so diagnosed, but intussusception developed in the course of the illness. It was reduced by operation without difficulty, and the child lived ten days afterNards. Three days before his death symptoms of another intussusception occurred, and at the post-mortem examination a second intussusception was found higher up in the small intestine. How could intussusception be diagnosed in cases of Henoch's purpura ? The abdominal symptoms of Henoch's purpura were often very suggestive of intussuscepuion: the child looked ill, the pulse was rapid; the abdomen was distended and it mighlt or might not be tender; there was also vomiting, and the passage of blood and mucus by the rectum, in many cases with little or no fecal matter. He thought the crucial test which should be relied on was the presence of a tumour. If a sausage-shaped tumour could be felt, active measures must be taken. If no tumour could be felt he was strongly of the view that operation should not be performed. He had operated upon twenty-eight cases of intussusception, and in every case had been able to feel a tumour, either by the rectum or the abdomen, in a few cases with the aid of an antesthetic; and he thought that the frequency with which a tumour could be felt was considerably underestimated by the majority of writers on this subject. Surgical interference in Henoch's purpura was not to be lightly undertaken; in some cases the patient had died from hwemorrlhage from the wound, while in his own case the wound became purpuric and gangrenous, so that the intestines were exposed. In another case he would consider treatment by injection before operating. He had not much confidence in injection, but in a certain proportion of cases of intussusception it had been successful, and therefore he thought it should be entertained as a possible line of treatment.
Dr. LANGMEAD said he remembered the case of a patient suffering from Henoch's purpura at the Hospital for Sick Children, Great Ormond Street, in whom there was a tumour, in the usual place for intussusception, low down on the right side. At operation it proved to be a tumour produced by blood-clot in the lower part of the ascending colon. That, of course, would be a very uncommon occurrence.
Dr. E. I. SPRIGGS said he knew of a case where a tumour was felt by the abdomen and an operation done, and it was found to be due to infiltration of the wall of the gut with an effusion of blood.
The CHAIRMAN (Dr. Cautley) asked what Dr. Parkinson meant by Henoch's purpura. He thought the term should be dropped entirely or used in only a very limited sense. He saw no difference between ordinary purpura haemorrhagica with abdominal symptoms and so-called Henoch's purpura. He considered the latter was simply a variety of purpura, and that it should not be regarded as an entity. Did not the mere fact that the cases had albuminuria indicate that one had simply to deal with toxwemic purpura ?
Dr. PERNET said he agreed with the Chairman's remarks. The designation Henoch's purpura should be reserved for cases which Henoch had described as " purpura fulminans,"l in which large cutaneous areas were involved, and in which death rapidly occurred with little or no elevation of temperature. As far as his recollection served he did not remember Henoch mentioning intussusception as a complication in his original description. I See Heubner: -Lehrbuch der Kinderheilkunde," Leipz., 1906, ii, p. 38. Also Pernet: Hiemorrhagic Rashes," West London Mled.-Chir. Journ., 1907, xii, p. 192. 
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Parkinson: Henoch 's I' irpura Dr. PORTER PARKINSON, in reply, said there was no line of distinction to be drawn between cases spoken of as Henoch's purpura and those called purpura haemorrhagica. The chief reason he applied the term Henoch's purpura to his cases was because of the intensity of the abdominal symptoms. In his paper he steered clear of the pathology. His opinion in regard to most varieties of purpura was that there was some toxaemic manifestation, and for the last two or three years he had been trying to collect cases which would lend support to that, but up to the present he had not been very successful in that respect. In some cases an infection seemed to have definitely preceded the outbreak of the purpura. With regard to the abdominal symptoms, he th.pught the chief difference between Henoch's purpura and intussusception was that in the latter the abdominal symptoms were sudden. No doubt the ability to feel a tumour was a very important point, but it would be interesting to know whether Mr. Lett did not often find a tumour hidden away under the costal margin or under the edge of the liver. He had been sorry to hear Mr. Lett mention the treatment of intussusception by injection, though doubtless in his hands that had succeeded well. But if it did not succeed in other hands valuable time was lost, and the prognosis seemed to be worse the longer the intussusception existed.
